My article appears to have aroused a number of misinterpretations of my admiration for Conan Doyle and enthusiasm for his works.
Rodin and Ravin, who are both obviously keen scholars of Doyle's literature, criticize that I have provided no evidence that he took cocaine. I am not aware of any 'data' myself, which could confirm or refute any suggestion that Doyle did indulge, and was not attempting to provide such evidence in my article, but rather to point out that the habit was quite widespread in the milieu in which he worked. I would however suggest that for Rodin to quote himself 1 as a definitive statement that no evidence exists, is perhaps not in the best traditions of Holmesian deductive reasoning.
The other points the letters raise must remain open to individual interpretation. It would indeed be arrogant of me, or anybody else, to suggest that we know what influenced the life and literature of a genius such as Conan Doyle, but I am sure he would have encouraged us to study what evidence is available, and to form our own opinions.
My statement that 'Conan Doyle ... propounded the mediocrity of the Holmes stories', should not be misconstrued as saying that he aspired to mediocrity, but rather that he was not boastful about them, and it is well known that he felt much of his other literature to be superior.
The intensity of feeling in both letters is a testament to the warmth and respect Conan Doyle has generated in his followers. If I cannot share in Rodin and Ravin's opinions, I hope I can share in these sentiments.
M T WAITS

Department of Ophthalmology
Royal Hallamshire Hospital Glossop Road, Sheffield S10 2JF Treating burns
We were concerned that a medical practitioner, particularly a person associated with St John, has stated that cold water applied to a burn until there Journal of the Royal Society of Medicine Volume 84 September 1991 571 is no return of pain commonly obviates the need for further management (March 1991 JRSM, p 183). Dr Hodson supports his view from personal experience of suffering a small but deep burn to expose bone on the dorsum of a finger. Such a burn is also likely to expose tendon; the fact that it took 3 months to heal suggests that it was deep. Although deep burns may heal spontaneously the process is extremely slow and inevitably leaves a permanent scar. Contractures resulting in deformity and loss of movement are common. Moreover, the healed area is fragile and thus readily injured. It is to be remembered that any open wound is susceptible to infection and infection, even of comparatively minor wounds, can sometimes lead to septicaemia and death. If a doctor decides to self-treat conservatively that is a matter for the person concerned but it would appear to be wrong, for instance, to advise a parent to self manage a child with deep burns especially if these happen to be located over functional areas.
However, we agree that it is important that it is widely recognized that cold water is the best form of immediate first aid for the great majority of thermal injuries and have recently published on this subject->, It is stressed that cold water is to be regarded as a first aid to minimize local tissue damage promptly; it is not a substitute for further therapy. If such a simple remedy were universally effective this would surely have been recognized long ago. If true, it would obviate the need for specialist burns units together with much of the painstaking plastic surgery necessary for a substantial proportion of these injuries. Von Miinchhausen and his syndrome You recently published a paper of mine on illness proneness <March 1991 JRSM, p 163), in which was a reference to the syndrome so perfectly named after the above raconteur and confabulator, but with the umlaut and the second 'h' omitted. The paper had been submitted with the legitimate spelling 'Muenchhausen' , which my umlautless Anglo-Saxon typewriter could reproduce. Rather than drawing attention to the spelling on the proof I checked the original paper by the great physician Richard Asher and found that he himself had in fact misspelt the name '.
The tall stories for which the Freiherr Karl Friedrich Hieronymus von Miinchhausen (1720-1797) was widely known were first collected, written down in English and augmented by the bilingual Hanoverian R E Raspe and published complete with engravings in 1785 in Oxford. And surprisingly Raspe himself spelled the baron 'Munchausen' for the British public".
The first German version came in the following year, freely translated and added to by G A Biirger, with additional copper engravings, and this spelled the baron's name correctly". Many other editions with varied spellings were subsequently published and illustrated by, among others, T Rowlandson 1809, G Cruikshank 1808, Gustave Dore (1944 edition), William Strang and J B Clark (1929) and even by A Nobody in 1898.
Recently Dr Sakula fully reviewed these sources, also using Raspe's spelling", There is also a very amusing letter in the Medical Journal of Australia by a Mr Gerber" on 'Acute umlautitis .. .', although I would prefer the term 'anumlautia' -a deficiency generally associated with dehydrogenation.
Eponymous 
Management of hypertension
In their interesting investigation on prescribing in hypertension (April 1991 JRSM, p 203), Feher and Lant seem to take for granted three important points: (I) Some antihypertensive drugs (diuretics, betablockers) have metabolic adverse effects; (2) Other antihypertensive drugs (ACE inhibitors) are virtually devoid of these metabolic effects; and (3) Pharmacological treatment of hypertension has produced no significant reduction of coronary heart disease (CHD), and the metabolic adverse effects of the drugs used may have contributed to this relative failure. However, evidence for each of these points is far from being convincing. It is not certain that diuretics or beta-blockers have all the same potential for inducing adverse effects on glucose or lipid metabolism. For example, it is generally recognized that effects of this type are small and transient with spironolactone'. Likewise, beta-blockers with intrinsic sympathomimetic activity are said to produce the smallest changes in serum lipids'',
We do not know whether the metabolic safety is a class or an agent-specific property. When the number of available ACE inhibitors will be as great as that of diuretics or of beta-blockers, it may happen that some will reveal a deleterious profile on metabolic parameters.
The question of the reduction of CHD in patients on antihypertensive therapy is highly controversial. Lack of clear benefit of antihypertensive drugs may be due'': (a) to insufficient sample size in published trials; (b) to insufficient duration of follow-up; (c) to adverse effects of the drugs used: metabolic effects, possibly, but also arrhythmias due to a loss of potassium, etc. It has to be emphasized that the long-term consequences of the metabolic effects of antihypertensive drugs are not known.
Another controversial issue remains too frequently overlooked; safe or not, ACE inhibitors have given absolutely no evidence of their interest in the longterm treatment of hypertension, neither in reducing CHD ... nor in reducing stroke! Therefore, the prescribing behaviour of practitioners may be interpreted in different ways: (a) it may result from their lack of information; (b) it may result from a difficulty in changing their current practice, as it has already been noted in other medical situations': (c) it may reflect a wise pragmatism, and a well-founded reluctance towards premature extrapolations of equivocal results from clinical pharmacology. M GIRARD 19 rue de la Glaciere 75013 Paris, France
